" MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =63=-01"757

DEPARTMENT OF PUBLIC HEALTH AND WELFARE 10 484_4 STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. --__q 1_8_.....Primary Regqrrarlon District NoL ALl --Registrar’y No. .0t 20 T
ON THIS STUB - | —all HE T Arg

1. PLACE Oromahy MHT 2] 1963 2. USUAL RESIDENCE (Where decezsed lived. [f jnstitution: Residence before
8. COUNTY a STATEM issouri & COUN‘St. Louls fdrnisllon)
b- Ccl)'l;f {If outside corporate limits, give TOWNSHIP only) Length of stay in b CITY - Inside Limits
10N S4¢, Louis 10 weeks oww  Florissant ) Yea [ Ne[J
[ :%gpﬁwogl’ {If NOT-in hospital, give location) Inside_ Limits d. AS['I)‘%%ET {If outside, give location) R'nidn on Farm
mstiution Do Paul Yes [ No [ ~APP%421 Wo, Florissant R4, Yr O No D

3. (_HI_AME OF ns)cmzn ' First - Middie Last 4 DATE Month Day Yaar
yvpa or print
CHARLES ALFEED  HUDSON oSim  May 3, 1963
5. SEX 6. COLOR OR RACE 7. Marriedd] Never Married (] |8. DATE OF BIRTH | 5~ AGE (iost birthday) |IF UNDER | YEAR | IF UNDER 24 HR
Male White Widowed ] Oworeed O | 1123102 |60 ”‘°“""] Days [ Hours | Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Cify and stafe or country).| 1% - CITIZEN OF WHAT COUNTRY

g iy /"0 e, sven IF retired) Union Electric Illinois USA

13a. FATHER'S NAME 13b. MOTHER'S. MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Ohegley Budson i r Grace Hudson

15, WAS DECEASED EVER IN U.S. ARMED FORCES? ) 14 SAria) SECLIDITY Ny |17, INFORMANT fddr
(Yes, no, oruualmwn) | (if yes, give war or dates of sefv 0] . A. mson. Jr'lP l'F C%?nno

18. CAUSE OF DEATH (Enter oniy one cause per line for (a), {b), and [ck. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED B 'QONSET AND DEATH
IMMEDIATE CAUSE (o} Pt

Conditions, if any,]  DUE TO (b) 1o S
which gave rire to
above tc;mend(;)-. L. .

- stati e _u -t 4 : . .
Iym:gcause last. DUE TO {¢) Qﬂ 0
PART |1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART i1l If deceased waz fomale was

‘disease condition. given in PART I:(a) Jthere a pregnancy in last 90 deys:

. IDYGSJ O Ne I O Urknewn

19. WAS AUTOPSY | 20s. ACCBENT SUI%DE HOMD!CIDE 20b., DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Ii of itam 18.)

PERF; D
YES NO O

20c. TIME OF  “Howr Month, Dey, Year
INJURY am.
p.m.

20 INJURY OCCURRED 206, FLACE OF WNJURY (s.0, In or about home, | 20F. CITY, TOWN, .OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bldg., etc.)
NOT WHILE AT-WORK [] . , 7

{7 -
‘:231. i aii‘ended the deceased f}ov#"‘— ,? ‘ d Mlnﬂ last saw miva o

. Desth occurred ot : m on the date stated above, and to the best of my knowledge, from the causes stated.

War) -

S T Z T W) [ Pogea b S

T3a. au L, TION, 23c. NAME OF CEMETER(:OR C 23d..LOCATION (City, town,. o1 county) 7 (Stale}
OVAL [Sp-clfy} .

oval 5 b3 Memorial Park Cemetery | 5t. Louis co

24, FUUNERAL DIRECTOR ADDRESS | .25, DATE RECD. BY LOCAL REG.

The Florissant Mortiua Florissant, Mo MAY 4 -

V5 300
Rev. 4/59
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DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

© MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY= AFFIDAVIT OF

ITEM NO.




STATEMENT BY I.ICENSED EMBALMER
| hereby cerfify that the body. whose name is recorded on the reverse side of this certificate was embalmed by me,

- .

“or by . ' - Student Embalmer No

working under my personal supervision. w Z Z; ;
Student_- : . i

Signsture of Student Embatmer

Licensed Embalmer No Méé

Lo Lt : L Ay .,,f. P. O Address Mlorissant, Mo,

N
R g s,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hl.'. OWN HANDWRITING. (Failure to comply

..with the above constitutes grounds.for revocation’ of license). . 5,
i embalmed by a STUDENT, He also shall 5|gn in.his"OWN handwrmng.
If 1h|s body is not ernbalmed fact should be so stafed above.

. e )




